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1Chapter 1:
Introduction
2Chapter 1:Introduction and background
1.1 Introduction
In this first chapter of my dissertation I will introduce my study and provide the
rationale for it. Relevant background information will also be provided along with the
aim and objectives of my study and why they have been chosen.
1.2 The study
In the following study, the qualitative method of grounded theory will be used with
the aim to explore students perceptions of the level of support offered to family
members when a child is in hospital. Qualitative interviews will be carried out to
achieve this data.
1.3 Context
I first became interested in the effects of hospitalisation on families when completing
admission paperwork with a family whose child was to go to surgery that day. The
paperwork took into account all of the childs routines but those belonging to the rest
of the family were not considered. In response to this I started questioning why this
was; was it because the families needs were not considered to be important? Or
perhaps it was due to the fact that families arent recognised as having any
additional needs when a child is in hospital. My research in response to this led me to
some literature which stated that the central purpose of the family as being, to
create and nurture a common culture that encourages the wellbeing of the people
3concerned, providing physical and emotional support (Brown and Warr, 2007,
p.128)
This quote suggests that when the wellbeing of a family member is disrupted, it may
also affect the whole of the family unit. However, instead of finding that families are
therefore supported during hospitalisation, the research suggested that at the time
when families most need to be cared for, insufficient support services meant that
family members were having to sacrifice their own wellbeing. For example, Koshti-
Richman (2009) suggested that parents often find it easier to miss a meal or drink
than leave a sick child on the ward, thus putting their childs wellbeing before their
own. However, this suggests that if there were food services available for parents on
the ward, such meals would not have to be missed. Therefore I felt that this was an
important issue to be addressed and chose this as the basis for this research.
1.4 Background literature
The needs of families during hospitalisation are well documented within research. For
example, hospitalisation has a financial implication on the family with them having to
face costs such as heavy car park fees, refreshments, and meal costs, which are
usually only available to buy at cafeterias (Brown and Warr, 2007). Furthermore,
parents may also have to leave work (Brown and Warr, 2007), and research by
Koshti-Richman (2009) found that just 1 in 40 parents felt that their wellbeing had
not suffered as a result of her childs hospital admission. However, not only are
parents affect but siblings also, with Moules and Ramsay (2008) arguing that
loneliness, anxiety and fear occur in siblings, and that parent separation may also
cause them stress if the family routine changes so that a parent is sleeping at the
hospital.
4Therefore I believe this is an important issue to be addressed in practice, sharing the
views of Hopia, Tomlinson, Paavilainen et al. (2005) that parents have the right to
look after themselves even when their child is in hospital. This does not mean that
the rest of the family are prioritised over the ill child. However, with research
suggesting that parents neglect even their basic needs such as hygiene, nutrition
and sleep during the hospitalisation of a child, I felt that support services needed to
be enforced.
However, as I was unable to find any information about current services that support
families in hospital, I felt that research was needed within this topic to establish
whether this is because support for parents doesnt exist, or because it just hasnt
been previously researched. Specifically I have chosen to use student nurses in their
final year as my participant group. These will all be child branch students. I have
chosen to interview final year students because of their vast amount of placement
experience which they will have used to form their own opinions on such topics.
Furthermore, no existing literature has been found exploring students perceptions of
the effects of hospitalisation on the family unit and therefore the study findings
should contribute new ideas to practice. The rationale for choosing this participant
group is provided in more detail in my methodology.
Furthermore, I chose to use the qualitative method of grounded theory for the study
as this allows the researcher to generate a comprehensive explanation of
phenomena that is grounded in reality (Polit and Hungler, 1997) and therefore will
represent true life. Again, more information can be attained on this in my
methodology.
5In light of this research topic I am now going to introduce the aim and objectives for
my study, followed by a rationale for why these have been chosen:
1.5 Aims and objectives
Aim
To explore 3rd and 4th year student nurse perceptions of the level of support offered
to family members when a child is in hospital.
Objectives
1. To discover the perceptions of student nurses regarding the extent of family
support currently provided by hospitals during the hospitalisation of a child.
2. To discover the interventions that the participants use to help support family
members and maintain a good level of wellbeing.
3. To discover student views of the effectiveness of interventions designed to support
the family members
4. To identify if student nurses perceive that there are gaps in providing for the
wellbeing of family members
These aims and objectives have been chosen because they recognise the need for
services that promote family health and wellbeing in the hospital. If achieved, the
6codes emerged from the data will provide insight into the current attitudes of student
nurses towards such services, what is being done, and what could be done further.
The evidence that I have read so far support that such findings, if applied to practice,
would decrease the disruption of hospitalisation on family life.
The literature review found in the next chapter will be used to further influence the
aim and objectives of this study. However, it is important to note here that the term
parent within this study is used to represent parents, carers and guardians of
children. Furthermore, the family unit refers to the childs immediate family unless
otherwise specified.
7Chapter 2:
Literature Review
8Chapter 2: Literature Review
2.1 Introduction
Throughout the following chapter I will review, compare and contrast the literature
that exists surrounding families experiences of hospitalisation. This will provide good
background knowledge of the topic, along with the arguments, theories and
approaches that exist within it. I will then conclude with a summary of my key
findings and how these have influenced my reviewed aims and objectives.
However, I shall begin by providing the rationale for conducting a literature review
prior to my study, and the search strategy that I used to attain the literature that I
used for this.
2.2 Rationale
One of the key components of grounded theory, the method that I have chosen to
use for this qualitative study, is that codes emerge from the data and are not
imposed upon it by the researcher (Glaser and Strauss, 1967, cited by Bryant and
Charmaz, 1967). It could therefore be argued that for this to be achieved, the
researcher must have no knowledge of the research topic prior to the study.
However, in this case I felt that a literature review was in the best interest of my
study.
A pragmatic reason for this was that due to time limitations, I would not have been
able to do this afterwards. In addition to this, a short literature review of the
research surrounding my topic was required in order for my study to gain ethical
9approval and therefore this was unavoidable. Furthermore, due to my own nursing
training, I had existing knowledge on the topic area from both practice and theory.
However, research suggests that such knowledge could in fact be of benefit to my
study. Morse (1994) commented that the qualitative researcher should learn
everything about the study topic before beginning a study. They argue that by doing
this, a template for comparison is formed which equips the researcher to distinguish
between data that is already known and data that suggests new, exciting
discoveries. Therefore, existing knowledge may enhance the quality of my data
through enabling me to identify significant leads for subsequent interviews, thus
adhering to the process of grounded theory.
However, to prevent researcher bias, I will have to ensure that my own views dont
affect the opinions expressed by the participants or cause leading questions. Morse
(1994) supports this, raising awareness of the importance of keeping data and
literature separate in order to prevent contamination of the data or researchers
perspective.
Having identified the rationale for conducting a literature review prior to my study, I
am now going to discuss the search methods that I used to obtain relevant existing
research. This is important as such information will highlight relevant issues existing
within my topic and highlight need for further research, thus influencing the aims
and objectives of my study.
10
2.3 Search strategy
For my search strategy, I performed a combined search on the CINAHL search
engine, entering children and hospital as key words, and family as a major
concept on 13th August 2009. This created 127 results which were further condensed
to 53 articles using specific inclusion and exclusion criteria. In view of my aim and
objectives, the parameters selected for this included only searching for articles that
were in English, related to child and adolescent health, and published since 2000.
This produced a manageable number to then review by paper title and abstract to
pick those that were most relevant for my background research, thus refining my list
to just four articles. Although this was a smaller number than I anticipated, I felt that
the other articles were not sufficiently relevant and therefore would not contribute to
my study. However, several books have also contributed to my research and have
been found using library search engines to collect those that address themes of
family, hospitalisation, and child. One of my main journal articles was taken from
a journal that I read prior to my search. Such search methods have provided me
with a good knowledge base on the experiences of families during the hospitalisation
of a child. I shall now review this literature, comparing and contrasting the views
that they hold on this topic.
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2.4 Key themes
Having carefully read and considered the literature currently available regarding
families experiences during the hospitalisation of a child, I feel that the information
forms several key themes. These include:
*The impact of hospitalisation on families
*Coping factors
*Common responses to hospitalisation
*The importance of supporting the family unit
*The challenge of supporting the family unit
I will now consider each of these themes and the existing literature surrounding
them.
2.4.1 The impact of hospitalisation on families
Existing literature suggests that during the hospitalisation of a child, many areas of
family life may be disrupted.
One of the key journal articles that focuses on this topic is by Dampier, Campbell and
Watson (2002) who carried out a phenomenological study in England in which
interviews were carried out on 15 families exploring their experiences from the child
becoming unwell and being admitted onto the paediatric intensive care unit, to then
being transferred onto a ward, and then through to being discharged back home. The
study aimed to look at this experience from the familys point of view and found that
over time, parents neglected their own basic needs such as hygiene, nutrition and
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sleep. This demonstrates that not only are different areas of family life affected by
hospitalisation, but often, even the basic needs are not met, suggesting that such a
life event can have a severe impact on family life.
In their book published about family-centred care within paediatric oncology nursing,
Langton (2000) specifically highlights the impact that hospitalisation has on work,
suggesting that parents may be required to take time off work in order to maintain
home life whilst a child is in hospital. This may result in disrupted relationships with
friends, family and colleagues at a time when they need support.
Brown and Warr (2007) highlight the financial implications that this may have,
stating that having to leave work may cause income to decrease at a time when it is
perhaps most needed. Whilst Rector (2007) highlights that long distance travel to
hospitals can be a financial burden to families, Brown and Warr (2007) also stated
that heavy car park fees and even basic needs such as eating can be financially
draining, with refreshments and meals for parents only usually being available to buy
at cafeterias.
Koshti-Richman (2009) also identified the financial burden of buying food during
qualitative interviews on parents from 40 different hospitals within the United
Kingdom. Their aim was to find out about how nutrition was affected by having a
child in hospital, with the results showing that parents felt that hospital food was too
expensive. Whilst this research identified that some hospitals offer concessions in
their canteens to help with such costs, one parent stated that they only found this
service by accident, suggesting that they may not be sufficiently advertised. Whilst
such research raises awareness of the extent of disruption that hospitalisation may
have on finance and nutrition, one criticism of this study is that the researcher used
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leading questions when interviewing parents, and therefore this questions the
validity of Koshti-Richmans findings.
As stated earlier, Langton (2000) suggested that different relationships may be
affected by the hospitalisation of a child. This theme is also seen within literature by
Hewitt-Taylor (2008) in which the effect of hospitalisation on the parent-child
relationship is highlighted. This is specifically noted to occur on wards such as
intensive care, where parents often have to sleep in a room off-ward, decreasing
their usual amount of contact time with their child.
So far we have looked at the disruption of hospitalisation on work, finance, and
relationships. However, as noted, the research by Koshti-Richman also suggests that
such a time can impact the nutrition of the family. Within their research, fewer than
10% of parents interviewed felt that they were able to eat and drink when they
needed to. Similarly, Dampier, Campbell and Watson (2002) attribute poor nutrition
to limited facilities, with some parents with children in intensive care only using
vending machines for food. These were criticised for being expensive and unhealthy,
only offering a selection of sweets and fizzy drinks. Koshti-Richman (2009) also
criticised services, stating that some catering facilities had limited opening times and
therefore parents had to use a vending machine for food before and after certain
times. Furthermore, they identified that parents felt that infection control rules were
taken too far, preventing parents from making hot drinks or eating left over meals
from the food trolley which would otherwise be thrown away.
Finally, poor family nutrition was also attributed to parents not wanting to leave their
child and therefore going without neglected eating so that they could stay on the
ward (Koshti-Richman, 2009, Whiting, 2006).
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Koshti-Richman (2009) highlighted that consequence of poor nutrition during
hospitalisation, stating that just 1 in 40 of the parents in the study felt that their
wellbeing had not suffered as a result of their childs hospital admission. Feelings of
lethargy, tiredness and craving food were also documented in the families, as well as
weight loss/gain.
The final impact of hospitalisation noted on families was travel. Yantzi, Rosenberg,
Burke et al. (2001) used the Burke et al. (1994-1996) questionnaire data of
repeatedly hospitalised children to measure the impact of the distance from the
home to hospital on families with a hospitalised child suffering from a chronic
condition. All of the children were 1-16 years old, and 115 families completed the
study. The study was based in the United States and used the Feetham Family
Functioning Survey (FFFS) and the Questionnaire on Resources and Stress (QRS) to
analyse the data. Whilst this source uses data gathered by Burke, the reference
details of this data collection are not provided within this work.
The study found that families who had to travel further that 80km to visit the
hospital experienced decreased family functioning and more significant disruption to
family life than those who lived within this distance. This was attributed to the fact
that families living further away find it harder to return home, rest, and maintain the
normal family routine. As with parents who were unable to attend work, Yantzi et al.
also suggested that long journeys to the hospital can also affect relationships.
Finally, travel was found to impact families financially, supporting the research
already discussed by Brown and Warr (2007), and Dampier et al. (2002).
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Yantzi et al. (2001) claimed that families can only cope with hospitalisation to a
certain level and that these implications of long distance travel may act as a tipping
factor, causing families to struggle to cope. This leads on to the second theme
suggested within literature which is that the extent to which families cope during
hospitalisation can be influenced by specific factors.
2.4.2 Coping factors
As already stated, Yantzi et al. (2001) specify that a familys ability to cope with the
disruption caused by the hospitalisation of a child may be limited. However, existing
literature suggests that there may be key factors which promote a familys ability to
cope during such a life event. For example, family type, their level of education, and
previous life experiences were given as examples of coping factors in a paper by
Crawford (2002) which reviewed the basic family theories in relation to the care of
families of children with extra-ordinary requirements. This suggests that not every
family will respond to hospitalisation in the same way, and that their individual
circumstances may have a role to play within this.
Two coping factors specifically discussed within literature are severity of illness and
support available to parents. Firstly, Leidy, Margolis, Marcin et al.(2005) suggest that
parental distress during the hospitalisation of a child rises as the severity of the
childs illness increases. Such findings were one of the results from a prospective
study on 46 respiratory syncytial virus (RSV)-hospitalised infants and children
younger than 30 months old with a history of prematurity. The study compared the
infants to a group of 45 aged matched control subjects, and a parental stressor scale
and parental concerns scale were used to assess the impact of severe RSV on the
child, caregiver, and family during hospitalisation and recovery.
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Leidy et al.(2005) also highlight the implications of poor coping on the family, stating
that the more severe the childs illness, the higher the care givers stress and
anxiety, and the poorer the familys cohesiveness and overall health. The reason for
this association between poor coping and high illness severity is scarcely discussed
within literature. However, Crawford (2002) suggests one explanation, which is that
severe illness often occurs in high dependency care, where admission is often of an
unplanned nature.
The level of support available to families during hospitalisation is also recognised
within literature as a factor that influences coping. Crawford (2002) identified that
parental stress and coping were often related to the support provided by the
hospital. In this instance, support was defined as actual support, perceived support,
or satisfaction with services. However, Koshti-Richman (2009) alternatively suggests
that it is the support of family members rather than services that promote coping by
providing bringing food to the hospital, and spending time with the ill child in shifts
so that both parents are able to get access proper meals.
Literature also emphasises that the level of family coping may not remain fixed
throughout hospitalisation. Similarly to Yantzi et al.s (2001) theory that tipping
factors may occur, Crawford states that families may slip between coping and not
coping, buffered by further crisis that may take place during this time.
One criticism of this theme is that present coping factors do not always correlate
with families responses to hospitalisation. For example, given the financial disruption
highlighted within literature, one would expect affluence to act as a coping factor,
minimising the impact of costs such as high canteen prices on the family. However,
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in their study, Yantzi et al. (2001) found the opposite, with the highest income
families being 174% more likely to experience decline in family functioning than
those on lower incomes.
This theme has identified that existing literature suggests that there may be factors
present in a familys circumstance, background or history that affect their individual
response to the hospitalisation of a child. However, common responses amongst
families, irrespective of their level of coping are also documented within literature.
Some of these will now be considered.
2.4.3 Common responses to hospitalisation
Whilst the diagnosis of a illness may result in feelings of relief and hope in the family
following concerns due to their child becoming ill (Elliott, Callery, and Mould, 2006),
hospitalisation may also be a difficult time in which both the psychological and
physical health of the family unit are disrupted. Moules and Ramsay (2008) stated
that due to a lack of knowledge, many parents may feel fearful and anxious during
hospitalisation. Greater caregiver anxiety was also identified by Leidy et al. (2005),
who added that more stress, poorer overall family health and poorer family
functioning were also experienced during the hospitalisation of a child. Such
literature highlights how severely disrupted family wellbeing may be during
hospitalisation. Furthermore, feelings of disbelief, disempowerment, being
unprepared, not being sufficiently supported, and being unable to cope,
overwhelmed, and in shock were also reported in families of children on PICU
(Dampier et al., 2002). However, it must also be acknowledged that such
experiences may vary with severity of illness, as suggested within the theme of
coping.
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Feelings of comfort, safety, familiarity, privacy and sanctuary associated with home
may also be lost in the unfamiliar environment of a hospital during this time
(Whiting, 2006) and this raises awareness of some of the feelings that may be
experienced by family members who are resident with the ill child.
It should also be noted that literature suggests that not only are carers affected by
hospitalisation, but siblings and grandparents also. The emotional impact of
hospitalisation on such family members is specifically identified. Moules and Ramsay
(2008) argue that loneliness, anxiety and fear occur in siblings, and that parent
separation may also cause stress if the parent is sleeping at the hospital. Whiting
(2006) also expresses the view that siblings may feel ignored during the
hospitalisation of a sibling, leading to possible behavioural problems. Elliot, Callery
and Mould (2006) highlight the importance of promoting sibling relationships within
practice, suggesting that these may be even more important than the parent-child
relationship. Therefore such support could positively impact the experience of both
siblings during hospitalisation.
Research also suggests that grandparents may also mirror the emotions of parents
of hospitalised children, expressing feelings such as disbelief, anger and an
overwhelming sense of injustice of the situation (Langton, 2000).
Such literature highlights the impact that hospitalisation can have on the whole
family unit, affecting both psychological and physical wellbeing and raises an
awareness of the importance of supporting the needs of families during this time.
Literature highlights the positive implications of such actions on family health, as we
shall see in the following section.
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2.4.4 The importance of supporting the family unit
Firstly, literature suggests that there are many ways in which nurses can support the
needs of families during hospitalisation. Examples suggested within literature include
addressing the practical needs of families such as distance from hospital,
transportation difficulties, and accommodation anxieties (Yantzi et al., 2001).
Crawford (2002) highlights the positive outcomes of such actions as well as
suggesting other ways in which nurses can help families, stating that with
appropriate nursing care, support and education, struggling families can be
facilitated to cope or have coping skills enhanced.
Moreover, the benefits of supporting the needs of the family unit have been
suggested not only have positive outcomes for siblings and carers, but also for the
hospitalised child. For example, Dreger and Tremback (2006) commented that
relieved anxiety leads to a quicker discharge for the child. Furthermore, findings by
Koshti-Richman (2009) suggested that parents who are stressed also increase the
stress levels of the hospitalised child. They also state that parental stress due to
inadequate food provision reduces the compassion that they give to their children.
This suggests that not only would support services decrease the stress of the
hospitalised child, but also improve the support and care given to them by their
carer.
Whilst very little literature is available on the services that should be offered by
hospitals to support the needs of families during hospitalisation, family centred care
is highlighted as an important tool that should be incorporated in practice in order to
sufficiently support the needs of families. Langton (2001) states that in order to
provide best care for the family and child, health professionals must work together to
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give the family a feeling of trust and being cared for and supported. However, as we
shall see in the next section, literature highlights that health professionals may face
challenges when trying to support the needs of families within this.
2.4.5 The challenge of supporting the family unit
The main challenge highlighted within literature is that it is often hard to encourage
families to engage with support services due to carers prioritising the hospitalised
childs health to the extent that it sacrifices their own. Indeed, Dampier, et al.
(2002) state that some parents they spoke to said that during the hospitalisation of
a son or daughter, nothing matters other than their child living. This is reflected in
studies such as that of Koshti-Richman (2009) in which parents shared that they
would miss meal times in order to be present for ward rounds. Similarly, Dampier et
al. (2002) highlighted that many parents would not leave their childs bedside, even
if this was to the detriment of their health.
This information highlights that barriers may exist to supporting families during the
hospitalisation of a child. However, given the benefits of supporting the family
highlighted within literature, I believe services are needed which both meet the
needs of families and take such barriers into consideration. Through providing such
services, literature suggests that nurses should be able to increase the support
accessed by all families and benefit the wellbeing of the whole family unit.
2.5 Conclusion
To conclude, the literature reviewed in this chapter identifies that hospitalisation can
disrupt family life and create a variety of unique needs. Families vary in their
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reactions and ability to cope during this time, and this partly depends on the
presence of specific coping factors. Therefore, the importance of addressing such
needs and supporting families during this time is essential within nursing practice
and has been shown to benefit the whole family unit. Despite this, whilst available
research agrees that family life is disrupted during hospitalisation with no
contradictions between papers, existing support services are scarcely reviewed or
improvements suggested. Therefore this is a gap in current research that I will
address within this study.
However, existing literature also highlights that some carers wont access support if
this means having to prioritise their own needs over their ill childs. This may affect
carers uptake of support services and therefore it should be considered how services
can be tailored to ensure that they are accessible to all families.
In light of these findings, I am confident that my current aims and objectives will
accomplish the finding of such data and gain insight into how as health professionals
we can improve the wellbeing of families during the hospitalisation of a child.
Therefore my aims and objectives have remained the same apart from one new
objective which has been added with the aim to further explore the factors identified
in existing research. I hope that by adding this, a greater understanding of factors
influencing coping will be achieved and how this should affect the specific support
offered to families.
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Table 1: Reviewed aims and objectives
Study aim
To explore final year student child nurse perceptions of the level of
support offered to family members when a child is in hospital.
Study objectives
1. To discover what students feel the specific needs of family
members are during the hospitalisation of a child and whether these
vary with severity of illness (Only new objective- the others remain
the same).
2. To discover the perceptions of student nurses regarding the extent
of family support currently provided by hospitals during the
hospitalisation of a child.
3. To discover the interventions that the participants use to help
support family members and maintain a good level of wellbeing.
4. To discover student views of the effectiveness of interventions
designed to support the family members
23
5. To identify if student nurses perceive that there are gaps in
providing for the wellbeing of family members
Having reviewed the aims and objectives of this study, I shall now introduce my
methodology in which I will discuss the method designed with the purpose of
meeting these.
24
Chapter 3:
Methodology
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Chapter 3: Methodology
3.1 Introduction
In order to achieve the aim and objectives of this study, a research method was
designed which gave insight into the thoughts and opinions of students, and the
topics that they felt were important. In this chapter I will provide the rationale as to
why I therefore chose to use the qualitative research method of grounded theory for
this piece of research. The different processes within this method will be discussed
and compared to other research methods before considering the method used for
this study and the rationale behind this. I will then conclude with an evaluation of my
research process. However, firstly I shall discuss why I chose to use a qualitative
research method for this study.
3.2 Qualitative vs quantitative research
Many arguments exist for the use of both qualitative and quantitative research. One
of the strengths of quantitative research highlighted within literature is that is
provides hard and objective facts that enable the researcher to grasp reality
(Parahoo, 2006). Furthermore, such research is viewed as relevant specifically within
nursing research, with measurement, one of the key aspects of quantitative
research, being at the centre of nursing practice (Strickland, 1998, cited by Parahoo,
2006). However, such methods are only able to study what is observable and thus
the information revealed about the phenomena being researched is limited (Parahoo,
2006). Furthermore, traditional quantitative methods typically focus on a small
portion of human experience, eliminating rather than studying complexities.
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Therefore such methods would not suit the aim of this study due to the likely
complexity of the students opinions and the many themes that may be incorporated
within these. Furthermore, Holloway and Wheeler (2002) express the view that
researchers using quantitative approaches are not concerned with findings about
human feelings, thoughts and perceptions. Again, this suggests that such methods
would not enable students views to be explored and therefore would not be
appropriate.
Whilst qualitative research is criticised by some as being anecdotal, unscientific, and
not capable of producing findings that are generalisable (Parahoo, 2006), literature
strongly suggests that such methods would be best suited to meeting the aims and
objectives of this study. Firstly, qualitative methods are concerned with the
meanings people associate with their experiences of the world and how they make
sense of this (Pope and Mays, 2006). Such methods would therefore be useful in
exploring the views that students have of the impact of hospitalisation on families
and the themes that surround this.
Another characteristic of qualitative research that makes it suited to this study is that
it may be used to research areas of social life that arent compatible with
quantitative research (Pope and Mays, 2006). Gaining an understanding of the
experiences and views of student nurses would be difficult to measure using
numerical data. Therefore using a qualitative method that enables them to elaborate
on their experiences and provide as much detail as they feel relevant is important is
better suited to the aims of this study.
Furthermore, interviews used as a form of data collection within qualitative analysis
aim to explore what participants say in as much detail as possible, uncovering new
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ideas and areas that were not predicted (Britten, 2006). If achieved, such
information would highlight new findings that add to existing research, thus
contributing to nursing practice.
3.3 Qualitative methods
3.3.1 Ethnography
There are several methods that can be used when carrying out qualitative research.
In ethnography, the researcher aims to study a culture or subculture through
immersing themselves in it and trying to see the world from the cultural members
point of view (Holloway and Wheeler, 2002). Holloway and Wheeler praise this
method for helping health professionals to contextualise the behaviour, beliefs and
feelings of clients or colleagues, as well as identify the cultural influences on the
group being research. However, Holloway (2008) highlights that it is advised that
researchers dont study their own group as this is both difficult and may instigate
ethical problems. Therefore, I discarded this method as this is something that I
would have had to do.
3.3.2 Phenomenology
Phenomenology is another qualitative research method used by health professionals.
This is a scientific process which brings language to human experiences and offers
the opportunity to describe and clarify phenomena important to practice (Speziale
and Carpenter, 2007). This method seeks to capture the lived experience of human
beings through in-depth interviews which contain concrete descriptions of experience
(Holloway, 2008). Whilst this method could be used to address the aim and
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objectives of this study, I felt that grounded theory was the method that best suited
the aims of this study.
3.3.3 Grounded Theory
Grounded theory was first developed by Glaser and Strauss in 1967 and involves the
collection and analysis of data with the view to develop a theory based on real-world
observations (Polit and Hungler, 1997). Within this method, the researcher starts
with an area of interest, collects data, and allows relevant ideas to develop without
preconceived theories through coding and categorisation. The hypotheses can then
be tested for confirmation rather than being formed at the start of the process, as
summarised by Holloway and Wheeler (2002). The process of grounded theory is
very different to that of other research methods in that data collection, coding and
analysis occur simultaneously (Speziale and Carpenter, 2007)
Like phenomenology, grounded theory generates a comprehensive explanation of
phenomena that is grounded in reality (Polit and Hungler, 1997). However, it is
unique from other methods in that it searches for relationships between concepts
rather than simply generating major themes (Holloway and Wheeler, 2002).
Therefore, this method was chosen with the view that it would provide the richest
data and understanding surrounding the topic of study.
It was also felt that discovering the views of students and understanding how these
relate to one another would provide a deeper insight into how they view families
experiences of hospitalisation. Therefore grounded theory was chosen as the method
for this study.
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One criticism of this method is that it has been criticised for its neglect of social
structure and culture, and the influence of these on human action and interaction
(Holloway, 2008). However, as this study does not aim to specifically focus on these
issues, this should not disrupt any results.
It is also important to note within this rationale that theorists differ on their definition
of grounded theory. This is identified by Holloway and Wheeler (2002) who cites that
Glaser criticises Strauss and Corbins grounded theory method as being is very
different to the original grounded theory method, resulting in conceptual descriptions
rather than links formed from the emergence of concepts which can be used to
explain behaviour.
For the purposes of this study, the original grounded theory method (Glaser and
Strauss, 1967) was used with the aim of allowing key concepts to emerge from the
data, thus explaining the behaviour and beliefs being researched. The method used
to achieve this will now be discussed.
3.4 Method
3.4.1 Participants
Firstly, final year undergraduate nursing students studying on the child branch were
chosen as the participants for this study. There were several pragmatic reasons for
this decision. Firstly, final year students are the group closest to qualifying and
therefore work at a similar level to staff nurses whilst being easier to access for
interviews. At this point in their training they will also have had sufficient placement
experience to have developed their own views on the topic of hospitalisation and
supporting families. Furthermore, their experiences will have included a wide range
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of wards, thus equipping them to compare the support offered on different wards if
they felt that this to be an important issue. This was especially pertinent to my first
objective which was to discover whether family needs vary with illness severity
during hospitalisation. The final reason for recruiting final year students was that
having both more placement experience and theoretical teaching will have caused a
greater awareness of the theory-practice gap than in students in the years below.
This is the gap between theoretical knowledge and its application in practice (Brake,
2005). It was expected that a greater awareness of this would enhance reflection
within the interviews and thus produce richer data.
Only students from the child branch were recruited as it was felt that those off other
branches wouldnt have had sufficient experience to comment on how families are
supported within practice during the hospitalisation of a child.
However, despite these factors, which were chosen to maximise the quality of my
data, one limitation with the participant sample for this study was that acquaintances
were used. Holloway and Wheeler (2002) highlight that in such interviews, the
informants and interviewers may hold assumptions about each other, thus
prejudicing the data collected. However, having done the background research for
the study, I was the only person suited to conducting the interviews. Therefore, the
only way this effect could be minimised was to ask the students to expand on
concepts which were not explained during the interviews due to the informant
assuming that I knew they point that they were alluding to.
3.4.2 Recruitment
Prior to recruitment, ethical approval for this study was applied for and received on
the 14th July 2009. A copy of the letter confirming this can be found in Appendix 01.
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A face-to-face recruitment technique was used for this study. This involved attending
classes, explaining the topic of research from an unbiased perspective and offering
each class member a study information sheet to read. This provided the students
with the background to the study and also contained my contact details so that those
who wished to participate in the study could contact me (See Appendix 02). A
reminder email was also sent out to the students with a copy of the study
information sheet. However, before accessing the students in class and via email, I
sought permission from the child branch coordinator and relevant lecturers to do
this. This was done via email, again including a copy of my study information sheet
and explaining the criteria that I had chosen for my population sample. There were
no concerns with this and permission was given to start the recruitment process.
3.4.3 Theoretical sampling
Initially I had hoped to use theoretical sampling for this study. This is when sampling
is guided by ideas with significance for the emerging theory (Holloway and Wheeler,
2002). I had aimed to change my participant criteria to suit the emerging codes as
my study progressed. Such techniques are supported by Charmaz (2006) who
praised them for enabling the researcher to define categories quite specifically,
producing more precise, analytic and incisive memo-writing.
However, due to a limited response to recruitment, my participant group did not
represent enough variety for this to be achieved. Therefore, a participant number
was given to all participants who responded and an interview arranged.
Communication with the respondents took place in the same way that they contacted
me, either verbally or via email.
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3.4.4 Data collection
All data collection was carried out by myself. At the beginning of each interview, a
consent form was given to each participant for them to read and the opportunity was
also given for them to ask any questions. All interviews were recorded using a
dictaphone which was tested before each interview. Whilst some participants may be
hesitant to freely speak in front of a dictaphone to begin with, such equipment has
the advantage of providing a digital copy (Britten, 2006). Whilst time consuming,
this enabled me to transcribe the files easily myself by slowing them down on a
computer package. The participant number and date were also stated at the
beginning of each interview. Names were not used to maintain anonymity.
Initially, semi-structured interviews were carried out to explore students perceptions
of families experiences during the hospitalisation of a child. This was because as a
novice researcher I didnt feel confident in both conducting interviews and
remembering the topic areas to be discussed. This was an appropriate technique to
use for this study as it allows the researcher to collect important information as well
as giving the informants the opportunity to report on their own thoughts and feelings
Holloway (2008). However, Holloway also states that such methods allow more
guidance and direction from the researcher. Whilst this would be an advantage for
other research methods, a danger of using this within grounded theory is that it may
cause the researcher to use their own opinions rather than allowing the participants
views to guide the interviews. This is contrary to good grounded theory, which aims
for relevant ideas to develop from the collected data without preconceived theories
(Holloway and Wheeler, 2002). Therefore I ensured that open-ended questions were
asked to avoid my own views influencing the direction of the interview and to ensure
that the participants were provided with the opportunity to fully describe their
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experiences (Speziale and Carpenter, 2007). An example of some of the open-ended
questions used in the first few interviews of this study are shown in the box below:
Charmaz (2006) supports the use of such questions, suggesting that research
novices need more structure and therefore well-planned open-ended questions can
be conducive to effective research as they enable the researcher to stay focused on
what the participant is saying. Using these enabled me to increase in confidence
throughout the interviews so that I was increasingly able to conduct unstructured
interviews. I felt that this progression was important in achieving the richest data
possible with existing literature documenting that unstructured interviews provide
Table 2: Examples of open-ended questions used within the
semi-structured interviews:
 What is your interpretation of the family unit?
 What do you feel families experiences of hospitalisation are?
 Do the needs of a family change during the hospitalisation of a
child?
 Describe what support is offered to families during hospitalisation.
 Are there any changes that you feel should be made to existing
services?
 How in your view can you support families in practice?
These are just a few examples of the questions used within the
semi-structured interviews. Many unprepared questions were also
asked in response to the answers given by participants.
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greater latitude of answers (Speziale and Carpenter, 2007). Furthermore, Strauss
and Corbin (1998) state that within grounded theory, the researcher must be willing
to listen and give voice to the participants, as well as represent the data that they
give as accurately as possible. This further supports the use of unstructured
interviews in which I increased the opportunity for participants to voice their opinions
through allowing their own views to lead the interviews. I was then able to explore
their leads further by responding with unprepared questions.
3.4.5 Memos
Finally, memos were written throughout the interviews. These are occurrences or
sentences that seem of vital interest to the researcher and are recorded during the
interview or immediately after (Holloway, 2008). Britten (2006) criticise that such
actions can interfere with the interview process. However, to minimise such
disruption I asked the participants for permission to do this before the interviews
commenced so that it didnt cause them to become nervous or affect the interview
data. Furthermore, Strauss and Corbin (1998) state that exploring ideas from
different angles and perspectives is an important part of theorising, and it was found
that such memos were found to aid this process between interviews.
Throughout the interviews I also used open body language and wasnt judgemental
of the participants answers to ensure that they felt comfortable to express their true
opinions. This was important in order for me to achieve data which truly represented
the participants feelings.
In total, 10 interviews were carried out. These ranged in length from 12 minutes 33
seconds to 50 minutes and 53 seconds, and all participants completed the full
interview. These were finished by asking the participants if there was anything
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further they would like to add. This ensured that all of the opinions that they wanted
to share had been recorded. The participants were also thanked for sharing their
time.
3.4.6 Data analysis
As stated previously, the processes of data collection, coding and analysis occur
simultaneously during grounded theory research (Speziale and Carpenter, 2007).
This was adhered to during my method. After interview transcription, the
transcriptions were coded paragraph by paragraph and then grouped into themes so
that emerging ideas could be developed during subsequent interviews. Holloway and
Wheeler (2002) support this method, stating that during grounded theory, ideas
emerge from collected data which are then used to develop further interviews. Thus
the data formed becomes more focused and specific as the process continues.
In addition to this, due to time limitations it was not always possible for me to carry
out such coding between every interview. This was because due to financial
limitations I was not able to hire a transcriber and therefore typed out all interviews
myself. Indeed, Britten (2006) highlights that transcription can be an immensely
time consuming process. Therefore, in cases where time was not sufficient to permit
transcription between interviews, notes of the key themes were made from the audio
files which were then developed during subsequent interviews. Whilst I therefore
wasnt able to spend as much time exploring ideas from different angles and
perspectives as recommended by Strauss and Corbin (1998), more interviews were
completed within the time frame that I had because of this. Any such interviews that
werent transcribed between participants were also transcribed as soon as possible to
ensure that no new concepts were missed.
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Paragraph-by-paragraph analysis was used throughout coding for this study. Whilst
Holloway and Wheeler (2002) highlight the importance of line-by-line analysis at the
start of coding, time did not permit this. However, such analysis did enable the
formation of categories which could then be linked. Literature suggests that during
grounded theory, such categories are linked to form a core category (Holloway and
Wheeler, 2002). However, as seen in my results, I found that my categories differed
from this in that they formed three key themes. These can also be seen in the
diagram showing my categories.
All coding for this study was performed by myself without the aid of a computer
package. Whilst it is recognised that computer-assisted analysis can help the
researcher to build theoretical links and search for exceptions (Pope, Ziebland and
Mays, 2006), Becker (1993, cited by Holloway and Wheeler, 2002) supports doing
this by hand, stating that computers may prevent sensitivity to data and the
discovery of meanings. Indeed, this is something that I found to be true in that I felt
more able to identify meaningful data as the study progressed. This suggests the
presence of theoretical sensitivity within my study. This is the researchers
awareness of important issues and concepts as a result of immersing ones self in the
data collected (Holloway, 2008).Therefore identifying further categories and
significant data became easier as the study progressed.
3.4.7 Data saturation
Polit and Hungler (1997) state that when a sample is comparatively homogenous,
fewer than ten participants should be sufficient and therefore I anticipated that six to
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twelve interviews would be needed to achieve data saturation. This is the point at
which the themes and data become repetitive and redundant, resulting in further
data collection producing no new information. By the end of my study a total of ten
interviews had been carried out. After this, no further interviews were possible as all
respondents had been interviewed. Due to the time scale of the study, there was
also insufficient time for further interviews. However, by the tenth interview no
further categories were continuing to emerge. This suggests that data saturation
may have been achieved. Therefore further interviews may not have added to the
findings of the study.
3.5 Ethics
Several ethical issues were addressed within this research. Firstly, when recruiting
participants, voluntary participation was maintained at all times by reiterating that all
study participation was voluntary and that none of the participants were obliged to
take part. Furthermore, the bribes of special favours or pressure exertion were not
used as such actions are identified within literature as unethical (Holloway, 2008).
Informed consent was gained for each participant. As a researcher this meant that I
was obligated to provide every participant with relevant and adequate information
about the study (Speziale and Carpenter, 2007). Such information is provided in the
study information sheet (see Appendix 02) which was given to every participant
before they agreed to take part. A consent form also had to be signed (see Appendix
03) to agree that informed consent had been gained. These documents informed the
participants of their rights and explained about the purpose and background of the
research. However, it is important that important information is not only
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communicated but also understood by the participants (Polit and Beck, 2008). This
was addressed within my method by verbally explaining the purpose of the
interviews to each participant and what they would involve before they read and
signed the consent form. All participants were also given the opportunity to ask any
questions beforehand, ensuring that they were happy with their own understanding
and had no concerns regarding their participation.
Another ethical consideration within such methods is that the detailed description of
the research process, data, and sample can jeopardise the informants anonymity
(Holloway and Wheeler, 2002). To ensure that this was maintained at all times,
pseudonyms have been used for both ward names and participants throughout the
results so that nobody other than myself, the researcher, can match the real
identities with the descriptions.
Confidentiality was also maintained at all times. One situation in which I
demonstrated the ability to maintain confidentiality was when one of the participants
told me that one of her friends had been interviewed previously as part of this study.
She then continued to compare her views against those expressed by her friend.
Throughout this I ensured that I kept confidentiality by ensuring that I maintained a
neutral opinion and didnt provide any information regarding whether the girl had
attended an interview or what she had said.
A fourth ethical issue was that as the researcher, it was important that I was aware
that certain interview techniques can cause participants to feel pressured into
revealing information that they dont want to disclose (Parahoo 2006). Therefore I
ensured that I remained sensitive to the participants body language to ensure that
they felt comfortable, and allowed them to dictate the direction of the interview.
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Furthermore, each participant was told before their interview that they didnt have to
talk about anything that they didnt wish to discuss.
Finally, another issue that I had to discuss with each participant before starting their
interview was that as a student nurse I was bound by law to report any poor practice
discussed within the interview to the nursing and midwifery council. This was also
stated on the consent sheet signed by each participant.
3.6 Conclusion
The aim of this chapter was to describe the method used for this study and consider
important research topics such as ethical considerations. Rationale was also given for
decisions made, taking the aim and objectives of my study into consideration, as well
as the views of existing literature.
Whilst the method for the study is shown to be well supported by literature, there
were sometimes outside factors that influenced my method. Specifically, time
restrictions were noted as a limitation, preventing full coding of interviews between
subsequent interviews. A critique of this method can also be found in the discussion
chapter.
This follows on to my results chapter in which the findings produced by this method
will be described.
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Chapter 4:
Results
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Chapter 4: Results
4.1 Introduction
The aim of this results chapter is to present the findings of this qualitative study.
Direct quotes will be used to demonstrate the key themes that have been drawn
from the data through the process of coding and analysis. These include:
*Disruption of hospitalisation on family life
*The inconsistency of services
* Realistic improvements
By the end of this chapter, readers should have an understanding of these key
themes and the perceptions that student nurses have concerning families
experiences of hospitalisation.
4.2 Key themes
4.2.1 Complete upheaval: the disruption of hospitalisation on family life
A common theme within my interviews was the disruption of different areas of family
life during the hospitalisation of a child. When describing the impact of hospitalisation
on parents, Rosie highlighted:
Its not only their other children, its their work, and its the financial side of it. They
obviously need to take a break and just relax for a bit and they cant always do that
when a childs in hospital. I think it definitely affects all areas of their life.
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Similarly, when Caitlyn described the effects of hospitalisation she said:
Well it would have complete upheaval of their lives.
Five key ways in which family life is affected during hospitalisation were identified
within the interviews. These included daily routine, nutrition, finance, sleep, and
relationships.
4.2.1.1 Daily routine
Firstly, it was expressed that daily routine was an important aspect of family life
disrupted during the hospitalisation of a child. Caitlyn highlighted this, along with
some of the activities central to family life that may be disrupted:
Well every family has their routine. I think things like bed time will be lost when
they go into hospital. Or how the family workwhen they normally eat will be
changed, and parents cant eat with their kids like they would at home.
Lorna shared the view that such changes can be stressful for the family:
Well I think it makes your life much more stressful. I dont know what its like but I
can imagine that its just like an organisational nightmare.
Therefore many of the students recognised the importance of keeping family
routines. However, some felt that there were factors preventing such support. Esther
commented:
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When you do the admission theres the daily activities documentation* Its useful
but its not always stuck to. We try to.
*name for hospital documentation removed to keep anonymous.
4.2.1.2 Nutrition
The nutrition of families was also felt to be disrupted by hospitalisation with families
having limited meal options. Firstly, Bethan noted that some parents were not willing
to leave their child and therefore chose to go without food:
I usually find that parents dont want to leave their child to go and get food so then
they probably go a long time without getting food.
Lorna was one of the students that attributed such feelings to worry:
I think its just the worry that their childs ill. And I dont know if they think that if
they leave, then theres like an almighty guilt of like, leaving your child when theyre
ill.
The view was also expressed that families had the choice to eat in the hospital
canteens. However, even if a family was using meal vouchers provided by the
hospital, it was felt that such meals were too expensive. Lorna commented:
Foods extortionate in that place. Parents can get a voucher for £1.65 which will buy
a grand total of nothing in that restaurant.
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In addition to this, students felt that the food services available were not sufficient to
provide adequate nutrition for families at an affordable price. Commenting on the
hospital canteen food available, Bethan said:
Its all chips and carbohydrates. There is salad but I think its quite expensive so the
cheap option is chips or potatoes.
Furthermore, it was noted by several of the students that many of the cooking
facilities available on wards are not sufficient to prepare proper meals. Lorna
described these facilities:
Its pretty generic kitchen equipment. Theres nowhere to cook a proper meal or sit
and eat.
As with the disruption to daily routine, Esther stated that insufficient facilities to
maintain good nutrition caused stress for the families:
I think its a lot of stress cause their parents will never get to eat properly and
things
Furthermore, Lorna expressed the view that advising families to go home to eat was
the best advice financially and nutritionally:
Yeah, Id encourage them to get some proper food at home, because its better for
you and cheaper
This additional theme of the financial impact of hospitalisation was one that ran
throughout many of the interviews.
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4.2.1.3 Finance
Rosie was one of the students who identified several other costs incurred by families
during hospitalisation and the implication that these have:
Ive had quite a lot of families ask me for meal vouchers. And they always talk
about parking and things like that so I think even if travelling to the hospital isnt
enough with petrol, its when you get to the hospital as well. And not being able to
work theyre loosing out on money and things.
4.2.1.4 Sleep
Sleep was another factor disrupted by hospitalisation due to inadequate facilities.
Bethan shared that this can contribute to stress:
One bed at the side of the cot isnt really comfortable. I see a lot of parents both
sleep on the same single bed together. But then they cant sleep properly and it
stresses them out.
Alternatively, parent rooms available on some of the critical care wards were praised
for meeting such needs of parents. Rosie commented:
And in the critical care area its quite hard for them to sleep with the child, but they
do have a parents unit which the parents use quite a lot, and they seem quite happy
with that because they can stay on the ward for as late as they want, but if they
want to get some sleep, theyve got somewhere to go.
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The freedom for parents to visit their child as much as they wished to was viewed
positively by the students who felt that it benefited the whole family unit. Anna
highlighted the positive impact that parental presence can have the hospitalised
child:
I think (the patient) need their parents there for comfort and support. Even the
older children, when they are in a hospital environment they probably feel quite
scared.
However, such accommodation was also praised as it enables parents to take breaks
when ever they wish to. Lorna highlighted the harm that can be caused if carers
dont have such breaks:
If you spend three or four days sort of living in this insulate unit, you start off a
little bit stressed and a little bit more and more and more and more and more.
4.2.1.5 Family relationships
The final disruption commonly talked about by the students was that of family
relationships. Tabitha highlighted that this is more common in long term admissions
due to insufficient sleeping facilities:
On the wards you have the parents at the bedside, which might be OK if the childs
been in one or two nights, but perhaps not ideal if theyre in for longer because it is
just the one parent that can stay in, splitting up the family unit.
Furthermore, Rosie stated from her own experience:
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I think when a child goes into hospital, it does have an affect on the family. On
several occasions Ive seen many families breaking down and stuff.
Anna also highlighted that sibling-sibling relationships may be disrupted during
hospitalisation, causing stress:
And siblings will probably find it hard from being away from their brothers and
sisters and it probably puts general stress on the whole family
Alternatively, Tabitha focused on how parent-sibling relationships were altered
during this time:
I guess its quite a lot of stress if the parents kind of, like dont have as much time
with the other siblings and stuff, and its difficult to get them to school and their
normal things.
These quotations show how stress may result due to the disrupted relationships that
can occur within families during hospitalisation. However, Bethan conversely felt that
hospitalisation can also have a positive effect on relationships between carers:
The relationship between the mum and dad that could break down, or could get
better even, if the dad takes time off work as well for them to be closer.
However, this was an isolated case, with no other participant suggesting ways in
which hospitalisation can positively affect the family. Nevertheless, this quotation
highlights that Bethan felt parents were able to support one another during this time.
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4.2.1.6 Coping
This theme of coping was frequently discussed during the interviews with students
expressing the view that the impact of disruption on families varied depending on
specific factors. For example, Martha felt that there were many factors that affect
how each individual family copes, reiterating the point that a familys specific
circumstance may affect how stressful hospitalisation is for them:
I suppose (hospitalisation) is probably quite stressful. I think it depends on the
family really. It depends if theres brothers and sisters that theyve got to go and
take care of, and whether its a single parent or whether they can drive. It can be
quite stressful if they havent got the support there.
In this quotation, Martha highlights that support can come from many different
sources but plays an important role in enabling families to cope during
hospitalisation. Tabitha also believed that the support of the workplace can help
families to cope:
I think if theyve got the support of their work place then thats obviously going to
be another weight off their shoulders.
Lastly, severity of illness was also felt to be an important issue to students in that
the families of those who were severely ill found it harder to cope. Bethan suggested
that such families require more support:
If they were on the critical care unit, I dont think the parents would be (more
settled) because they dont know if their childs getting better.
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Moreover, Laura recognised that coping depends on the familys perception of
severity and not necessarily how clinically ill the child is. When talking about judging
a familys ability to cope with hospitalisation she commented:
I think youve kind of got to judge it by the family and how they perceive the
severity to be. 
However, Caitlin suggested that it is the families that are unfamiliar to the hospital
environment that require more support:
I think if youve just got a child who comes into hospital for a one off operation, the
parents might not know what to do, and might need more support and
encouragement.
This shows that students feel that there are families on all wards that may struggle
to cope with hospitalisation and therefore sufficient support needs to be available on
all wards.
These quotations emphasise that students acknowledged that every family is
different and therefore will have their own unique needs. The students also felt that
nurses have a responsibility to respond to such needs, with Bethan explaining the
importance of doing so:
Its like a circle. You look after the parent and the parent looks after the child, and
then it also helps you to look after the child.
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This highlights the benefits of caring for families needs for the whole family unit
including the ill child, as well as nurses. It suggests that services that support the
needs of families are both necessary and important. This was recognised as an
important issue by the students who critiqued existing services within their
interviews.
4.2.2 The inconsistency of services
So far we have seen that students view families to have specific needs during
hospitalisation. As we saw in the previous section, students felt that limited services
do currently exist with the aim to support families and that mixed opinions of these
were held. One further critique that I will now describe was that students felt that
some services were not offered consistently across all wards to meet the needs of
families.
For example, when describing services available, Martha spoke of charity support for
families but commented that she had only seen the charity advertised on one of the
general wards that she had worked on despite being in her final year of training:
Yeah, I did see the charity on Hedgehog ward, but thats the only time Ive heard of
it.
Furthermore, many of the services discussed by the students were only available on
critical care wards. Bethan emphasised this, highlighting that kitchen facilities and
parent accommodation varies between wards:
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Some wards do have kitchen facilities, and some dont. And some have separate
rooms, but mainly, its all about sleeping next to the bed, which isnt really best.
However, it was found that the services available also varied between the different
critical care wards. Like many others, Tabitha highlighted that not only were the
services on Swallow ward (a critical care unit, pseudonym used) better than on other
wards, but they were also felt to be significantly better at supporting families than
another critical care ward within the same hospital:
I think that if the worst thing is like, on Robin ward (another critical care unit),
there are no facilities at allmost of the families dont have the facilities to stay
there. Swallow ward has probably got the best facilities, and its got a nice, friendly,
living area, which I know is for parents and their siblings and stuff.
Rosie also highlighted that it wasnt just the services which were better on Swallow
ward at supporting families, but also the attitudes of the nurses:
Obviously within critical care its a bit more serious. And so I think its really
important that their needs are looked at and I noticed that on my placement (on
Swallow ward). There was a lot of support for parents, and most of the nurses would
concentrate half of the time with the child, and half with the parents just to make
sure they could cope and stuff.
Whilst the severity of illness was the main reason given by participants for the
difference in support services between wards, as suggested in this quotation from
Rosie, Lorna also stated that differing policies between wards affect the support
families receive:
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Where Ive just been they brought in the parents-only rule, which caused a bit of
stress! .It was mums support that had the issue, not the childs.
This issue of parental support being affected by visitor restrictions was raised by two
participants, both of whom were describing a critical care unit. Such rules were not
identified to exist on every ward.
However, one issue that arose concerning the support services available on different
wards was that many students didnt feel that they knew enough about the support
services available for families. Such views were expressed by Lorna who also
suggested that this hindered the support she was able to offer to families:
I think there are so many things that as students we dont really know about, that
there are to help families. Im sure there are charities and things that really help
families whose children do go into hospital but I dont know where they would get
extra support from. Sometimes a family can tell you a problem and you think Oh,
Ive got to do something about it but I have no idea where Im going to start!
This view was shared by several of the participants of this study. Furthermore,
Martha suggested that this could be easily improved within practice:
I dont think that we could be given any more training on our course but I think
that there should be a bit more information thats more easily available on the
wards.
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Tabitha also recognised that the lack of information available to students was
something that could be addressed:
I think it might be quite nice to perhaps have like, you know in the introduction
packs to the ward, like a list of the facilities they offer for parents. Because
sometimes you dont know about it...
This leads on to the final section of the results for this study which is that students
felt current services could be improved in order to offer better support to families
during the hospitalisation of a child.
4.2.3 The little things make a difference - Realistic improvements
Firstly, as shown throughout previous quotes, the hospitalisation of a child is a time
in which families require support due to the changes that take place in their lives.
Rosie highlights the benefits of addressing their needs during this time as well as the
need for improvements to such services:
I think its important to make sure the needs of the family are addressed because it
can have such an impact, both on them and on the child in hospital. And I think
there does need to be more for families.
There were differing views amongst the participants as to how this could be done.
Many of the big changes suggested involved practical improvements such as more
accommodation and better meal provision. For example, Bethan expressed:
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I think there should be a few more facilities for the parents as well, like a separate
room would be nice, and a kitchen with like ovens and stuff, not just a microwave.
Tabitha similarly felt that facilities could be further developed but also expressed
reservations towards the reality of such large improvements:
I think the ideal would be to have individual family rooms, and perhaps a communal
kitchen and things, and communal living areas. But I dont think that would ever
happen.
This view was shared by many participants, with few suggesting big improvements
that they felt could be realistically carried out to improve support for families.
However, many of the participants felt that small changes could make a big
difference in making the experiences of families a more positive. For example, Laura
suggested:
The little things make a difference, like knowing that there is a kettle and stuff. On
one of the wards there was a bit of space to have a drink, and I think thats quite
important and stuff.
As with the big improvement suggestions, many of the small improvements
concerned providing families with healthy meals. Esther expressed this opinion:
One of the parents mentioned to me that just something like an oven would really
help so that you could actually cook something rather than microwave a meal.
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This quote suggests that students feel improved services and facilities would make
the experiences of families during the hospitalisation of a child more positive.
However, the students were also very clear in expressing that they felt the attitudes
of nurses towards families play an important role in how supporting them. Moreover,
there was a greater emphasis on this than on the importance of practical
improvements. For example, Tabitha highlighted the importance in negotiating family
centred care:
I think its quite nice to ask the parents like, Would you like us to do the feeds
overnight and stuff, and see what they say.
Further to this, Laura felt that students could increase the self-esteem of families
through talking to them:
I think just providing good self-esteem to the families through getting them to talk
to us and share their knowledge with students.
Students highlighted that supporting families in such ways is something that as
student nurses they were able to do in an environment in which they had little
control over practical improvements to support services. Tabitha explained:
And talking through the changes that they face with the families, and just
acknowledging them. Because I think talking about (hospitalisation) is one thing that
you can do. I suppose you cant provide them with a bungalow for their whole family
but you can perhaps talk to them.
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Esther highlighted that barriers also exist that may prevent staff nurses from
improving support services for families also:
Theres only so much you can do as a nurse because youre not in charge of
budgets and thingstheres only so much you can physically do.
Lorna also highlighted that competition for money and resources which may limit
practical improvements to services:
I think if you said heres x amount of thousands of pounds to build a proper parents
kitchen, I think youd always say like the space, the money, can be split on
something else.
Several of the participants also felt that lack of time was a barrier that prevented
nurses from supporting families as much as they would like to. Caitlin was one of the
students that expressed this view, acknowledging that the lack of support isnt due
to being unaware of the needs of families:
I think a lot of people are aware that these needs need to be provided for, but
nurses dont necessarily always have the time to facilitate parents needs.
Alternatively, Laura felt that the attitudes of other nurses may have the power to
negatively influence the support that newly qualified nurses offer to families:
I think even if your philosophy is to provide family-centred care, if youve got a
couple of nurses that are not as forward at pushing it and making sure you have that
habit of caring for children holistically, then as a newly qualified you could end up
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developing that mindset and not necessarily realising that you should go and sit with
the family.
These quotes highlight that students feel that barriers exist which may make it
difficult to improve the practical and attitudinal support that families receive during
the hospitalisation of a child. One observation regarding this is that whilst the
students identified such barriers, they didnt think about or suggest ways in which
they could be overcome.
Furthermore, Laura expressed the view that it is impossible for families to have a
good experience of hospitalisation, regardless of the level of support available:
I think at the end of the day, hospitalisation is never going to be good, even if
youve got like the most perfect situation for the family, their childs still in hospital,
and still poorly.
Alternatively, Bethan raised the opinion that support is never futile and that families
appreciate any support provided:
Theyre always really welcoming (the families) and I think theyre just grateful for
your help.
4.3 Conclusion
To conclude, whilst a variety of views of different topics were expressed by the
students, many of these were similar and formed three key themes between them.
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These are summarised in the table below and highlight the issues that students feel
are important regarding families experiences of having a child in hospital.
Table 3: A table summarising the students perceptions of families
experiences of hospitalisation, and the key themes that these form
Key Theme Key Findings
Disruption of
hospitalisation on
family life
- The hospitalisation of a child affects the whole of the
family unit and creates specific needs in their lives.
- Whilst many of these needs are common, hospitalisation
can affect each family differently, and this is partially due
to different factors that can affect coping
- It is important to look after parents and remember
looking after them affects the whole family unit including
the ill child
The inconsistency
of services
- Some services are currently in place. Whilst some of
these are praised, they are not all available on every
ward.
- Students felt the differences in services on wards is
because of the nature of the ward.
- Current services are not meeting the needs of families
and therefore affecting their wellbeing.
- Students dont feel that they know enough information
about services available. They state that this affects the
support they are able to offer and suggest specific
improvements that could be made to address this.
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Realistic
improvements
- It is recognised that hospitalisation impacts the whole
family and that more support is needed for families
- Big practical improvements were suggested but students
felt that these would never happen
- It was acknowledged that little improvements can make
a difference to families
- A large focus was on what the students felt the attitudes
and role of the nurse should be in supporting families
- Many barriers exist which affect the support offered to
nurses
In the next chapter, we will look at what these results show and whether they
address the aims and objectives of the study. What these findings add to existing
literature will also be considered.
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Chapter 5: Discussion
5.1 Introduction
In this chapter I shall discuss the key themes that emerged from my data and
compare and contrast these to existing literature. I will also critique my method
before stating the implications of my findings have on nursing practice, research, and
education. I will then finish with concluding comments for my dissertation.
5.2 Review of aim and objectives
However, firstly I am going to consider whether the findings of this study meet my
aims and objectives. Below is a table stating how my results achieved these:
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Table 4: A review showing the achievement of the study aim and objectives
Aim/objective How this has been achieved
Aim:
To explore final year student nurse
perceptions of the level of support offered to
family members when a child is in hospital.
*Students expressed that specific services are
available but that the needs of families arent being
met, possibly due to being inconsistently offered
across the wards
Objectives:
To discover what students feel the specific
needs of family members are during the
hospitalisation of a child and whether these
vary with severity of illness
*Variety of needs identified
*Coping factors identified that influence a familys
ability to cope, including severity of illness and
perceived severity of illness
To discover the perceptions of student nurses
regarding the extent of family support
currently provided by hospitals during the
hospitalisation of a child.
*A variety of services offered
*Current services are felt not to meet the needs of
families
*Best support perceived to be on one of the critical
care wards
To discover the interventions that the
participants use to help support family
members and maintain a good level of
wellbeing.
*Students felt able to offer support by listening to
families but didnt feel sufficiently equipped to
provide details about services or signpost families
towards them
To discover student views of the effectiveness
of interventions designed to support the
family members
*Current needs still remain unmet
*Some families resist support by prioritising the
wellbeing of the child above their own
To identify if student nurses perceive that
there are gaps in providing for the wellbeing
of family members
*Sufficient support not currently available on all
wards
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5.3 Discussion of findings
In this section I will discuss some of the findings which I felt contribute to existing
nursing research. These will be compared and contrasted with existing literature.
A diagram of the key categories from the study can be found in Appendix 04.
Firstly, a common theme throughout the interviews was that families have specific
needs during the hospitalisation of a child. Those most frequently discussed within
the interviews included families experiencing a negative impact on nutrition, financial
difficulties, disrupted sleep, and family breakdown. Therefore it was felt an important
role of the nurse to address these needs within practice due to the stress that they
cause.
These themes reiterated those previously highlighted within literature such as the
need for adequate nutrition (Koshti-Richman, 2009) and the financial burden of costs
such as car parking and canteen food (Brown and Warr, 2007). However, one need
which is highlighted within literature that wasnt suggested within the interviews was
that past literature has suggested that families who travel further that 80km to visit
the hospital experience decreased family functioning and more significant disruption
to family life (Yantzi et al., 2001). However, such disruption was not reported in this
study. This may be due to the fact that Yantzi et al. (2001) conducted their study in
the United States whereas travel distances within the United Kingdom are usually
much less unless a family is required to attend a specialist centre. Therefore the
results of this study support Yantzi et al.s (2001) findings that family life may be
disrupted when a child is hospitalised far away from the family home.
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The students identified stress as the primary response displayed by families during
the hospitalisation of a child. This was much more general than the responses
discussed within existing literature. For example, when describing families
experiences of having a child on PICU, Dampier et al. (2002) reported that a wide
range of emotions may be experienced including feelings of disbelief,
disempowerment, being unprepared, not being sufficiently supported, and being
unable to cope, overwhelmed, and in shock. Whilst these findings were the result of
interviews with families, it should be noted that no existing literature has been found
on students perceptions of families experiences of hospitalisation. Therefore
comparisons between such studies and the results of this study provide insight into
the different attitudes of students and parents. For example, only short term effects
of hospitalisation on family life were described by the students whereas previous
literature discuss both the short and long term changes that occur as a result of such
a life experience. For example, Leidy et al. (2005) found that both family health and
family functioning remained significantly compromised during their childs post
discharge recovery period.
Such comparisons may suggest two things; firstly, that the disruption of
hospitalisation on family life is not only short term but may also continue after a
child is discharged and therefore have long lasting implications on the wellbeing of
the family. However, the extent of this was not the focus of this study and therefore
could be researched at a later date. Secondly, whilst students recognised the
responsibility to support families during hospitalisation, this finding indicates that
they dont necessarily consider the long term implications of hospitalisation on family
wellbeing. Therefore, a greater awareness of this could be beneficial to families so
that students question whether community care would benefit the family and
arranged it prior to discharge if needed.
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Following on from the issue of the needs of families during hospitalisation, one
concept that emerged from the data for this study was the view that families coped
with the pressure of such needs to varying degrees. This was attributed to the
presence of specific coping factors, including the family support, other family
commitments, and first time parents. Students also identified illness severity as a
coping factor. Likewise, existing research also suggests that parental distress during
the hospitalisation of a child rises as the severity of the childs illness increases
(Leidy et al., 2005). Related to this concept was the finding that the best support
services were reported by several of the students on one of the critical care wards.
Therefore students attributed such services with the belief that the families of
severely ill children found it harder to cope and thus required more support.
However, not all of the data collected supported this idea. For example, some of the
students felt that not only was the level of support different between the critical care
areas and the other wards, but inconsistencies were also highlighted amongst the
critical care areas also. Specifically, Swallow ward (one of the critical care wards)
was praised for the excellence of its support services, whilst Robin ward, another
critical care ward, was criticised by one participant as having nothing for families.
Such findings may contradict the concept that the provision of services correlates
with illness severity, and raise awareness of the issue that services are not
consistent amongst wards. If true, such findings highlight that support for families
could be improved by being offered consistently amongst all wards.
The information provided by the students suggests that improving support amongst
all wards would benefit many families due to the disruption to wellbeing caused
during this time. Furthermore, regarding the coping factors mentioned previously,
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Crawford (2002) states that how families cope when a child is admitted to hospital
may depend on several factors including the type of family they are, their level of
education, and their previous life experiences. These factors could affect any family,
regardless of their illness severity, and therefore this supports the provision of high
standard support services across all wards.
One facility that was praised by several participants was that of off ward
accommodation, which students felt benefited parents on one of the critical care
units. This was because it enabled both of the parents to stay with their child as
much as they liked as well as have a space in which they could relax off ward.
Existing literature suggests that feelings of comfort, safety, familiarity, privacy and
sanctuary associated with home may also be lost in the unfamiliar environment of a
hospital (Whiting, 2006). Therefore it would be expected that literature supports the
use of such units which enable the family to regain some of these feelings of being at
home. However, on the contrary Hewitt-Taylor (2008) criticises such rooms for
decreasing the amount of contact time with the child. This was not something that
the students complained of, perhaps suggesting that other factors prevented this
from occurring such as being able to visit at any time. Nevertheless, whilst students
praised such units, it was acknowledged that it would not be feasible these to be
built for every family.
This leads on to my next finding which was that students felt that barriers existed
which would prevent support services from being improved. Several examples of
these were given including a lack of funding, space and resources. Students were
realistic when discussing improvements that could be made to services, highlighting
that both the attitudes of nurses and small things like making tea and coffee could
make a positive difference to families experiences of hospitalisation.
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However, whilst existing literature criticises hospitals for not providing sufficient
services to maintain healthy wellbeing of families (Koshti-Richman, 2009), none of
the articles suggest improvements that could be made to help ensure this is done.
This therefore highlights that the importance of supporting the needs of families
during hospitalisation is still not an issue currently appreciated amongst health
professionals. This highlights the need to raise awareness of this issue, and how
families can be supported within practice.
Current policy however does identify the importance of addressing the family as a
whole unit within childrens nursing. In their paper which aims to propose an
alternative framework for nursing skill mix within childrens nursing, Smith and Long
(2002) highlight that the overall aim of childrens nursing is to provide a high
quality service driven by the needs of children and families, with continuity and
consistency of care across all boundaries where children use services (Smith and
Long, 2002, p. 264). However, this paper also raises the issue of the high demand
currently put onto nurses, stating that the supply of registered childrens nurses is
not currently adequate. This was also recognised by the students in this study, with
several of the participants expressing the view that nurses had too much
responsibility to be able to support the families as much as they would like to.
However, spending time with families was something that students felt they were
able to do in their own practice due to not having as much responsibility as a staff
nurse. Actions such as listening to parents and offering advice were viewed by the
students as things that they could do to support families. Whiting (2006) agrees that
such actions can help families to feel supported, highlighting that making time to talk
to the whole family is essential in order to prevent those who are unable to see the
child throughout the day feeling neglected.
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However, one key theme that emerged from students describing their own ability to
support families was that whilst they were able to talk to families, several students
expressed the view that they didnt know enough about the services available to
signpost families towards them. Therefore they suggested that wards could provide
students with information about the support available for families so that they feel
better equipped to meet their needs. One issue that could be raised regarding this
lack of knowledge is whether the students had enough knowledge regarding services
to comment fairly and accurately on them in the interviews. If not, this could suggest
that false information was given about services described. However, the descriptions
of the facilities remained very similar amongst different participants, suggesting that
the descriptions given of services were reliable.
One last concept concerning the views expressed by students was that one of them
expressed a feeling of helplessness as a health professional, stating that even if the
best support was provided, there was nothing that hospitals could do to make
hospitalisation a good experience for families. Existing evidence suggests that this
may be true for some carers who decline support in order to be with their child. Such
parents will often prioritise their childs health to the point of sacrificing their own.
This was demonstrated by Koshti-Richman (2009) who discovered when interviewing
parents that not only would they be willing to pay for meals so they could eat with
their child, but when this was not possible, some parents would miss meals in order
to stay with their child.
Whilst health professionals cant force families to access help, it is important to
remember that whilst, as the student stated, hospitalisation may not be good,
there are things that can be done to make it less bad. As seen in the results for
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this study, there are many options that can be offered to families to help meet their
needs, including both attitudinal and practical support.
Having considered some of the key findings from this study, I am now going to
critique the methods that were used to collect such data.
5.4 Critique of methods
Firstly, the grounded theory method used for this study was a form of qualitative
research. This was suited to this research in that it enabled me to collect data that
represented the true opinions of students, and didnt enforce boundaries on what
was said, as may be the case with qualitative research. Indeed, Muncey (2009)
states that qualitative methods are specifically ideal for use within healthcare
research as they highlight behaviour, perception and interactions. Whilst this
permitted data collection and the subsequent emerging of key themes, one criticism
is that the participants may have provided data that didnt represent their true
feelings. For example, because all of the participants were in their final year, we
were in the same part of our training. Abbot and Sapsford (2002) highlight the
disadvantage that this could have had on my data stating that when experts
interview experts, the participant may not explain their opinions fully, presuming
that the researcher knows what it is they want to say. Furthermore, they also state
that in such situations, it is hard for the researcher to put their professional
knowledge and opinions aside and make the familiar strange. This was found to be
true with several of the participants who on several occasions didnt finish sentences
due to the presumption that I would finish it for them. However, using qualitative
interviews enabled me to ensure that I didnt use my own views to fill in these gaps
and meant that I was able to ask the participant to confirm what they wanted to say.
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Such methods gave voice to the participants within the interviews (Straus and
Corbin, 1998).
I also ensured that the data represented the views of the participants as much as
possible by providing them with the opportunity to say as much as they wished to
and ensuring that all questions asked were open-ended and unstructured as
possible, particularly towards the end of data collection. Abbott and Sapsford (2002)
highlight that open interviews are the best method for finding out what is most
important to them because it shows what most readily comes to their mind when
discussing a specific issue.
Nine of the ten interviews for this study took place in the participants houses, with
the other participant choosing to be interviewed in the hospital. I allowed the
participants to choose where they had their interview with the aim to create a
relaxed environment. This was important as I wanted to create a relaxed
environment for the participants. Literature also recognises the importance of
selecting an environment in which the participant feels comfortable to be
interviewed, with Abbott and Sapsford (2002) stating that the best setting for an
interview is one that is natural for the participant, for example, home.
I feel that the collection of true opinions were achieved throughout data collection as
the students provided lots of information and appeared relaxed. A strong indicator
that no false information was given was that when a student didnt know what to
say, they told me this rather than sharing opinions that didnt represent their true
views. This suggests that all answers given represented the true opinions of the
students and that we can trust the collected data and emerged concepts to be valid.
71
Having critiqued my study method, I am now going to consider the implications that
my findings have on research, practice, and education before concluding this piece of
research.
5.5 Implications for research
One of the limitations of this study is that all of the participants practiced in the
same hospital and therefore the critique of current services provided by the students
may be hospital specific. One way to test the validity of such results would be to
carry out further research in other regions using the key themes from this study.
Glaser and Strauss (2008) support this stating that one should be able to verify the
categories formed when carrying out future research. Such research would establish
whether the perceptions of support for families identified within this study were
specific to the region where the student nurses practiced, or whether they were a
nationwide phenomenon to be addressed within wider nursing practice.
Future research could also be used to contrast and compare the opinions of different
student nurses. Theoretical sampling would be used to identify and recruit student
nurses from specific people groups or leads identified throughout interviewing. This is
when sampling is guided by ideas with significance for the emerging theory
(Holloway and Wheeler, 2002). Specifically I would like to interview student nurses
that are parents themselves and explore whether this affects their view of the
support services offered to families during hospitalisation or the needs of the family
during this time. As stated in my method this is something that I would have liked to
have included in this study but was unable to due to participant response to
recruitment.
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Research could also be carried out on specific ward areas in order to further
investigate the theme that services may differ between wards. This may provide
more solid data on any differences between support available and why these exist if
so.
One last implication for research practice is that it was identified within the
interviews that siblings of hospitalised children may experience disrupted
relationships with their parents and sibling during this time. However, other than this
the effect of hospitalisation was rarely discussed. Therefore this is something that
could be researched in the future in order to find out if hospitalisation affects siblings
to the same extent as carers, and whether specific support services are needed to
address their needs.
5.6 Implications for practice
The findings of this study suggest that every family is affected by hospitalisation.
Whilst this may affect each family differently depending on the presence of specific
coping factors, it is important for health professionals to be aware of some of the
common challenges that families may face such as poor nutrition, disrupted sleep
and relationship difficulties. Whilst the students in this study recognised that barriers
such as limited resources may prevent big improvements to current support services,
it was identified that families appreciate any support offered. This included simple
tasks such as being made a hot drink or having someone to listen to them. Whilst
policy suggests that nurses are busier than ever before, such practices only require a
small amount of time but could make a big difference to the wellbeing of the families
that we care for. Therefore as health professionals we should be questioning how this
could be realistically incorporated into our own nursing practice. Recognising this as
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an important issue may also have to power to improve services if presented at a
commissioners level. Secured funding if attained would help to improve family
services and therefore improve the wellbeing of the whole family unit through
addressing their needs during this time.
5.7 Implications for education
Finally, one finding that has emerged from this study is that student nurses do not
always feel able to support families on placement due to a lack of knowledge of the
support services available. If addressed this would equip students to be able to
better support the needs of families during hospitalisation and signpost them
towards further help. Therefore measures should be taken to address this. Indeed,
one of the students themselves suggested that being given a list of services available
to families on the ward would be sufficient to achieve this. Such resources would be
easy to produce and therefore this is something that should be considered within
education.
5.8 Conclusion
To conclude, this study aimed to explore final year student nurse perceptions of the
level of support offered to family members when a child is in hospital. This aim was
achieved through collecting and analysing interview data using the grounded theory
method.
Whilst the needs of families during hospitalisation are documented in existing
literature, research into the views of student nurses regarding this topic does not
exist. Therefore the data collected is of high significance to current nursing practice.
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Whilst many findings emerged from the data, key findings include:
 The reiteration that hospitalisation can be a difficult time for families in which
the disruption to every day life can be manifested in many different ways and
affect all members of the family;
 Without sufficient services, the health and wellbeing of families are affected;
 The current need for further support which meet the individual needs of all
families during hospitalisation (whether attitudinal or practical);
 The need for students to feel better equipped to support the needs of
parents;
 The development of support services that can be easily enforced.
Such findings highlight how difficult hospitalisation can be for families who often
have other commitments which they need to address too. Therefore, one thing that
that I hope health professionals will take away from this study is that whilst barriers
exist which currently prevent the improvement of large support services, the findings
of this study also suggest that small tasks such as providing a hot drink or listening
to their concerns can also make a positive difference to families. On a larger scale,
awareness campaigns could be considered or commissioners lobbied to secure
finances for future services. However big or small, such support can make the
challenging time of hospitalisation much more positive and promote the wellbeing of
the whole family including the ill child. Therefore the support of families should be
recognised as a priority by health professionals and incorporated into nursing
practice where ever possible.
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